Continuing concern about the transmission in hospitals of the human immunodeficiency virus (HIV) associated with the acquired immune deficiency syndrome (AIDS) is understandable. Once contracted the infection probably persists for life: there is no prospect of effective treatment in the foreseeable future and the evidence so far accumulated points to a dramatic increase in the number of affected patients in the months ahead. The current programme of public education may be successful in modifying sexual behaviour, but with a latent period of up to five years between inoculation and the onset of symptoms' the number of patients in the United Kingdom will continue to increase, from 273 patients in 1985 to perhaps 2000 new patients in 1988.2 3 Respiratory physicians throughout the country will be increasingly exposed to patients with diseases related to HIV, as will the staff of bronchoscopy and lung function units, for whom acceptable procedural guidelines have not yet been established.
Although human immune deficiency virus has been isolated from blood, saliva, semen, tears,4 breast milk,5 and cervical and vaginal secretions,67 the virus appears to be more ubiquitous than it is infectious. Transfusion of blood and blood products, sexual intercourse, artificial insemination,8 organ transplantation,9 and percutaneous inoculation with contaminated needles'0 have all resulted in transmission of the virus infection. Breast milk may have been responsible for one case of transmission to an infant"1 and vertical transmission from mother to baby can occur in utero. Casual social contact and kissing do not apparently lead to transmission of infection between household and family members,12 perhaps because the virus is found only infrequently in saliva and probably in small numbers. 3 Heterosexual transmission has occurred only rarely in the UTnited States:
14-7% of 1026 women and 0-2% of 14693 men were considered to have been infected by heterosexual contact, mainly with drug addicts who abuse intravenous 81 drugs.14 15 Although there is no evidence so far that heterosexual transmission is on the increase in the UK, these figures are at variance with those from some areas of central Africa, where male to female ratios of reported cases of AIDS are approaching unity. Furthermore, HIV infection in Africa is closely associated with the presence of other sexually transmitted infections.'6 The greater prevalence of genital tract ulceration, the higher background level of immunosuppression, or differences in the virus itselfmay possibly facilitate heterosexual transmission in Africa; but until this phenomenon has been more fully explained, heterosexual transmission should be considered an important potential source of viral transmission in the United States and Europe.
HIV infection results in a range of clinical disorders, from an asymptomatic carrier state through various combinations of lymphadenopathy, diarrhoea, fatigue, weight loss, fever, and candidiasis to the full clinical syndrome characterised by opportunist infections and tumours, of which Kaposi's sarcoma is the most common. The interval between inoculation with the virus and seroconversion is variable but most people will develop specific antibodies within 10 weeks. The mean latent period between inoculation and the onset of symptoms is 4 cates that the only risk to hospital staff arises from percutaneous inoculation of contaminated bloodfor example, by needles or broken glass. As the virus has been identified in most body secretions, however, it is unacceptable to expose health care workers to even a theoretical risk from these. Transmission of infection has not occurred by splashing or through mucosal surfaces in the eyes, mouth, or nose. These must, however, be considered potential routes of infection until subsequent studies show that they are safe. Suggestions for an alternative strategy These arguments lead to conclusions different from those hitherto accepted. Firstly, the central role of screening should be reduced so that it has a more specific role in organ transplantation and in blood, plasma, and semen donation, and possibly with selected groups such as patients having dialysis and high risk antenatal patients.23 Secondly, those infection control practices deemed necessary for an HIV positive individual should be adopted for all hospital patients. The rising tide of HIV infection necessitates a re-examination of current standards of infection control in hospitals to raise them to a level sufficient to prevent the spread of any infection between patients and from patients to staff. This would not prove unduly onerous. The application to all patients of the precautions currently recommended for containment of HIV infection would require considerable capital expenditure or unacceptable compromise in patient care. It is suggested that the current DHSS advice is too cautious.
HIV, like other members of the Retroviridae, is readily destroyed by heat and disinfectants. Exposure to hypochlorite, glutaraldehyde, or alcohols for 30 minutes is sufficient to destroy HIV and hepatitis B virus.2425 The soaking of instruments in 2% glutaraldehyde for one hour before they are cleaned may damage fibreoptic instruments by allowing detritus to set in the channels before cleaning. Moreover, a further three hours in glutaraldehyde is excessive. Such a lengthy cleaning procedure would reduce a bronchoscopy list at all but the most lavishly equipped units to one or two patients. Instead, it is here suggested that instruments should be carefully cleaned immediately after use and soaked for 60 minutes in 2% freshly activated glutaraldehyde. This is sufficient to destroy HIV, hepatitis B virus, and mycobacteria. There is no need for bronchoscopes or endoscopes "dedicated" to use on HIV positive patients. The bronchoscopist and assistants should wear gloves for all patients having bronchoscopy because tiny skin abrasions are a potential site for transmission of infection. That staff should wear gowns seems desirable, not least to serve as a reminder about maintaining good standards of hygiene. To prevent mucosal inoculation the bronchoscopist should in addition wear a mask and comfortable, close fitting eye protection (for example, Armamax Pulsafe). Detritus produced during bronchoscopy, such as swabs and syringes from all patients, should be treated as a potential source of infection and disposed of in sealed bags for incineration. Similarly all specimens should be handled, in 84 transport and in the laboratories, as a potential hazard for infection.
The flagging of samples with "biohazard" stickers, which attributes to unlabelled specimens a degree of safety they may not have, would be rendered unnecessary. Ironically, the increasing use of these labels with the advent of HIV infection has lessened their impact and usefulness. Instead, the minimum level of laboratory safety for all samples needs to be determined and adopted universally. Routine laboratory procedures may yet prove adequate to contain all likely pathogens, as is the current "de facto" assumption, or it may be necessary to abandon current routine procedures in favour of more stringent containment measures. To conduct all laboratory business at, for example, containment level 2 would require considerable expenditure for improving laboratory facilities, but if this level is genuinely thought to be the minimum required to prevent the laboratory spread of HIV infection it should logically be adopted for all specimens and without recourse to screening. Contaminated work surfaces should always be disinfected with 2% glutaraldehyde, bleach diluted 1:10, or other disinfectant equally effective against HIV. The wearing of gloves is advised for all procedures in which arteries, veins, or capillaries are punctured, though the wearing of gowns for this purpose is not strictly necessary. The DHSS recommendations for the disposal of linen used for HIV infected patients are unnecessarily burdensome and if universally adopted would impose severe limitations on laundry services. The dilemma presented by the failure to recognise some carriers of HIV infection makes it advisable to adopt a universal but less stringent policy for handling linen. It is recommended that all linen contaminated with body fluids should be contained in plastic bags and laundered at 93°C for 10 minutes.
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